
COSA Benefits Program Forms 
 
The book marked forms can be printed 
individually by clicking on File/Print… 
and indicating in the print window the 
proper Print Range (i.e. “Page From: 8 to 
9”).     



~

Sub!.!!ittinQ Bills
AJI bills MUST be itemized and include the following:
(1) Employee's name, social security number and the name of the Claimant
(2) Ni3me, i3ddress, telephone number and TIN# of the Provider
(3) Date of service, procedure provided, diagnosis for any claims related to an illness or injury

P1£ASE:
(1) 00 not send cancelled checks or receipts of paymeflt, they WILL NOT be accepted
(2) 00 not submit ~lts prepi3red by you. The actual provider's bill """;11 be needed

WHERE TO FILE A CLAIM
All Claims Are To Be Mailed To: All Questions Regarding Claims/Benefits
City of San Antonio
EBA/USC
P. O. Box 100990
San Antonio, TX 78201-8990
Electronic Billing to: THIN#-USCll
Vi~it I JSr: w~bsite to locate your Doctor: www.USCHealth.com

CI_.li\ I M F O~R._I\ If

HOW TO FILE A CLAIM

Please call: EBA, Inc.
(210) 253-2002
(800) 478-3845
(210) 738-1448 Fax



A'rrEHDIHG PHYSICIAN'S STATEMENTPART B

CITY OF SAN ANTONIO
EXTENDED SICK LEAVE PROGRAM

THIS FORM MUST BE RECEIVED
BY THE PLAN ADMINISTRATOR
WITHIN 30 DAYS A,lo-J."£K ONSET
OF THE DISABILITY. NO BENEFITS
WILL BE PAID IF THIS FORM IS
RECEIVED AFTER 30 DAYS.

DOCTOR: The ordinance establishing the City's extended sick leave plan requires that the employee be
under the care of a licensed physician. This form is necessary for the City to properly administer its
extended sick leave payments. The emplovee will not be paid until this form is completed and filed with the
Human Resources Department. We appreciate your cooperation.

1. Patient's Name: Last First Middl~

Date of Birth: Month Day Year

2. Date first consulted for this condition: Month Day Year

Date of last treatment: Month Day Ye~r

3. I hereby certify that this patient was totally and continuously
disabled from his/her regular occupation from / / to
-_/ /_because of:

(ICDA

The patient: May return to work on: Month Day Year
May return to part-time or light duty on:
Month Day_Year
(Please specify restrictions on hours or duties.)

pregnant, estimated date of confinement:If4.

REMARKS: (Provide additional information to indicate extent of any
disability. Also, indicate dates and nature of treatment.)

5.

6. Surgery Date:

(Date) (Physician's

Physician's Name: Street

city: State: Zip: Telephone:
Taxpayer I.D. Number:

Nei ther the City of San Antonio nor its representatives
for any charges incurred for preparation of this report.

Mail this form to:

Rosie Perez
Human Resources Dept.
P.O. Box 839966
San Antonio, Tx. 78283- 3966
Ph. # 207- 729l Fax: 207- 2176

Code)

Signature - no stamps)

Address:

(

are responsible



I elect not to have coverage for myself or dependents and I hereby waive coverage under the above mentioned plans.

Signature: Date:

Please read carefully the information below and place signature in the space provided for coverage.

1. I hereby apply for membership in the Plan for myself and for any eligible dependents listed, and authorize my employer organization to make deductions, if any,

required as my contribution.
2. I agree, for myself and for any eligible dependents listed, to abide by the rules and regulations of the Plan and the terms and conditions of the Group Dental Service

Agreement. This shall be part of the agreement.
3. I authorize any licensed dentist, physician, hospital, or other health care provider to furnish the Plan with such dental or medical information, pennitted by law,

about myself and any eligible dependents listed as may be required I understand that any eligible dependents and I agree remain members of the Plan.
4. I represent that the information provided is true and correct to the best of my knowledge. I understand that my coverage and benefits may be affected by failure to

provide complete and accurate information. I will promptly advise the Plan and my employer of any changes in this information.
S . Point-of -service enrollees have broker coverage and traditional dental coverage for services and supplies llQ! obtained through the Plan-affiliated network dentist.

Please note: Any person who knowingly and with intent to defraud any insurance company, or other person who files an application of statement claim
containing any materially false information or concerning any fact material thereto commits a fraudulent act, which is a crime.

Ohio Residents - Under Ohio State Law you have the right to cancel or terminate this agreement within 72 hours after applying. If you wish to temrinate after having
signed and sent in the application, notify UDC in \llTiting within 72 hours and your application will be canceled.

Signature:

CEF-l REV 9/95

United Dental Care Companies
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CITY OF SAN ANTONIO
EMPLOYEE BENEFITS DIvISION
PO BOX 839966
SAN ANTONIO, TEXAS 78283-3966
(210) 207-8705
EN ROLlM ENT VERIFICA nON

Dear Registrar:

Please complete
appreciated

.

this form for the above named

For Office Use Only:

I dependent of I ..

Your is



CITY OF SAN ANTONIO
2003 Benefits Enrollment Form

Non-Uniformed Employee

~

,

~~~

CONTINUED

1

~

ON BACK

COSA FORM CFX03K
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. City of San Antonio Employee Benefit Program

Statement of Dental Claims

PARTICIPANT'S STATEMENT (COMPLETE FOR ALL CLAIMS)

CHECK ONE:

If the cost of treatment is expected to exceed $200.00, a pre-treatment
must indicate:

- A treatment plan is not necessary if expenses are incurred for emergency dental care -
ALL CLAIMS ARE TO BE MAILED TO: ALL QUESTIONS REGARDING CLAIMS/BENEFITS

Employee Benefit Administrators, Inc.
POBox 100990
San Antonio, TX 78201-8900

CLAIM FORM

0 Dentist's Pre-treatment Estimate
Dentist's Statement of Actual Services0

The physician or dentistcompletedmust beestimate

A list of all recommended dental procedures
The charge for each procedure and
Provide suppor1ing pre-treatment radiographs

-
-
-

Please Call: (210) 253-2002
(800) 478-3845
(210) 738-1448
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MAIL CLAIMS TO:
Employee Benetlt Administrators, Inc.

POSox10D990
San Antonio, Texas 78201-8990



.EHAlUS~
P.O. Box 100990

HEALTH CARE EXPENSE REIMBURSEMENT REQUEST
Proof of espenses must be attached. Y ou m~ submit a statement ftom the provider showing the name and address of the service provider, the date services were perfonned,
t}pe ofservice(s) and amount(s) marged. If the eligl"ble eJqJaJse(s) are oovered by another medical, deJltal or vision plan, you may submit the EJq>lanation of Bene tits, whidl details
anK>Imts paid md noc paid by1he balefit plan as proof of eJq)ellse( s). AU available wUl'ance benefitY must be uti/i:ed befo,.e you cqn claim expenses from you,. H ea/th Care
Spending Account

FLExmLE SPENDING PLAN
CLAIM REQUEST FORM

REIMBURSEMENT REQUEST
the provid~ ~loyer idaltificatioo or social security number, and the address of the provider.

expense.



to travel to another city, sud! as a resort area, for an ~atioo or other medical care prescribed by your doctor.
LOOOmG - YOU MAY mCLUDE m medical eJqJaJses the cost. of meals and lodging at a hospital or similar institutioo if your main reasoo for being there is to receive medical

care. YOU MAY INCLUDE m medical expenses the cost of lodging (ncx. provided m a hospital or similar mstitution) while away &om home IF the lodging is primarily for and
essential to medical care provided by a doctor in a IiCQIsed hospital or equivalmt and there is no sigJ1ificant elemart of persooal pleasure. The amount you mclude in medical
e~ may not exceed S50.00 a ni~ for ead! individual. Lodging expense is eligible for a person who must. accompany the mdividual receiving medical care, for example,
a parent traveling with a sick. dtild.

CONSULT IRS PUBUCADON 502 FOR A MORE COMPLETE lISTING OF EUGmLE AND NON-EUGmLE MEDICAL EXPENSES



crIY a::' SAN Atm:HI:O
~:E) SIa< LFAVE

nus f{H'1 r'fJST BE REXmvm
BY 1m: PIAN AIMINI5mA1m
WrImN 30 ~ AFrm ~~
c:.:' "11£ DlSABILrri. ~ B~FITS
WILL BE PAID IF 'nUS ~ IS-- -~-- -- ~

RECEIVED AFTrn 30 mys.--~--

-. Pl~ CXIII>lete Part A of ~aI:PI Icatial aIx1 have yaIr atterding IilYBician
the ~letei form to ~ ~ arove. Failure to answer any of ~ions

of cla"im for ~its. If ym ~ assistarx:=e with tllis form,

MJIDYn'. .
Part B . Retunl
lEY de.lay ~
a>ntact Rosie

prccessing Y<X1r
Perez.

f}ltpIDYEE sm~.
--

~: last First Mi&i1e
.1.

~ity

[Bte of Birth: ~th [By Year

2. Street~:

City StateZip

Tel ~ 8X" .:: : Area : N1D:er :-
3. Iif1at is ~ nature of yair sicJa8s or injury? (~~ ~licatia1S, if aIr.i.)

If ~W1t, give &E date.

4. it2t ~ or will re yair last cBy at ~rk? ftxlth [By Year

5. For what ~ioo ~ Ya1 or do Ya1 ~~ to re rl;~hled?
Fran: ~th[By Year To: ~thIBy Year

8. Pl~ list ~ rBIe(s) aI¥3 alX3ress(es) of ~ita1s ~ yal ~ or will 00 <x.lfiJ:ei for

-
9. Is this cxxditioo ~ to a jOO relatm illlEBS or injury?

If yes, explain .

10. ~:yaIr ill~ or injury causei by ~
y~ !«>
If yes, explain.

I ~:i ~. .lFY "mAT "mE ~ ARE FmL, a:MPIErE AND '!RUE. I BEmm:' Al.Jl1S..a<IZE 'DIE PIAN
NXINI~ ro ~ ~ SfX:(JRE (1)pI~ OF ANY ~ICAL, ~~ aJlJPANY m amm ~
<F. ~TIOO. A a:JPY OF nus A~ZATIOO gwJ:, BE a:m~ AS VALID AS '!BE au~.

~l this folm to :

Rosie Perez
Budget & Employee Services Dept.
P.O.Box 839966
San Antonio, TX. 78283-3966
Ph: # 207-7291 Fax: 207-2176
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